fanat Maore

reduntialing Specialist

Provider Eorolline SPATTImE I .
Frovider Enrellinent Departme) CIGNA HealthCare

Oclober 16, 2004

Medicare Adounistration
PO Box it

Mashyiile, TN 33202.3226

DEAR

Weloome to the Medicare Part B Programe  Your appheation has been provessed and appronesd, Listed below s

imndormation on ow we

Provider Narng

processed thisapphcation Please verify that all information is correct.

GROUP NAME

Performing Provider Number: *
Unique Physician Idennification Number (UPIN):
Lagal Name Associatzd with Number:  GROUP NAME

Group Pricing Number:

Duing Business As

NA

You are hsted for billing as: A Group

e Pavee address i

The Pracuce location

The other Practics locations are:

Ethective Date:

is.

0 1/2004

You are hsted as a W-2 employee for this location

You are histed as a4 pacticipating provider,

You have been set up to submit claims electromcally at thus me

Please notify our office inunediately at 1 866 520.4007 1f any of the above mtormation i incorract. Also
remember that all state privilege taxes must be kept current, W look forward o working with you wn the funwe,

Sincerelv,

fanet Moore
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